P
hysical therapists have demonstrated negative attitudes toward people with high body weights (weight stigma), 1 and patients have perceived elements of physical therapy interactions as weight stigmatizing. 2 Despite these findings, there has been little investigation of how and why weight stigma occurs in physical therapy, or of how to reduce it.
One way to investigate further physical therapy interactions that involve weight is to look at discourses about weight. A discourse is a distinct way of thinking or talking about a topic. 3 People's weight discourses are important because they can influence their behavior toward people who are seen as overweight. 4 Although physical therapy weight discourses (ie, ways of thinking or talking about weight ) have not yet been investigated, some common weight discourses in other health contexts may be relevant to physical therapy. One weight discourse in health care emphasizes individually controllable lifestyle causes such as diet and exercise. This commonly held perspective is pervasive despite evidence to the contrary. 5 For example, many studies, including large Cochrane and government reviews, report that changing lifestyle factors such as exercise 6,7 and diet 7 have minimal or no effect on weight. Furthermore, researchers have considered the importance of other contributors to the trajectory of weight, including, for example: medications, epigenetics, rising maternal age, micro-organisms, medications, assortative mating, sleep debt, and endocrine disorders. 8 Focusing on diet and exercise as the primary ways to reduce weight may have negative implications, such as setting a patient up for weight loss failure and reproducing stigma. Other authors have discussed that believing that people are individually responsible for their excess weight can be a cause of, 9 as well as an excuse for, 10 negative attitudes toward people who are overweight.
Academic and clinical biomedical discourses also commonly involve talking about overweight and obesity as contributing to, or causing, many health problems, including those seen by physical therapists.
Although, undoubtedly, excess body weight can contribute to some conditions, the health-related literature often exaggerates predictions of increased morbidity and mortality, and some unexpected findings suggest we need to consider this "common knowledge" carefully. 11 For example, a systematic review including 2.88 million participants showed that people in the "overweight" body mass index (BMI) category have a lower mortality rate than those in the "normal" category and that people in the "moderately obese" category have the same mortality rate as those in the "normal" category. 12 Another extensive systematic review of 65 high-quality epidemiological studies showed no causal relationship between weight and back pain, and only a possible weak association. 13 Similarly, a metaanalysis of the effect of weight loss on osteoarthritic knee pain demonstrated minimal effect of weight loss on pain scores. 14 If some of health care professionals' main discourses are that weight is individually controllable and an extensive health problem, they are likely to use certain clinical practices. For example, health care professionals may try to change individual patient behaviors rather than consider systemic issues 15 and may give undue attention and resources to addressing body weight. 16 Putting too much emphasis on weight as a health problem and as individually controllable may be due, in part, to weight stigma. 17 Weight stigma can be defined as negative attitudes toward people who are perceived to be overweight. These attitudes can result in people stereotyping those who are overweight as, for example, lazy, inactive, or unhealthy. Like other Western cultures, this is true of general Australian attitudes. 18 The current study particularly investigated institutional stigma 19 (stigma that is produced and perpetuated within an organized body of people-in this case, physical therapy). Although the focus of the study was not to determine where this stigma comes from, certainly weight stigma can come from the attitudes of the health professionals or the perceptions of patients, or a combination of both. 19 If people perceive themselves to be the target of weight stigma, there are often adverse physical and psychological outcomes. 20 Patients who feel stigmatized for their weight by their physicians exercise less, 21 avoid health care appointments, 22 and have more disordered eating. 23 For these reasons, it is important that weight stigma be reduced. It is evident from 2 systematic reviews 24, 25 that weight stigma interventions have had minimal success to date and tended to focus on one contributing cause of weight stigma at a time. The minimal success suggests that the causes of weight stigma may be more complex than one element. In addition, other authors have suggested that, to be successful, such interventions in health care settings would need to consider the diversity and uniqueness of health care cultures. 26, 27 These findings indicate that an in-depth investigation of the relevant health care culture (in this case, physical therapy) would be important to reduce weight stigma. 
Method Theoretical Approach
Discourse analysis, the method used in this study, provides a way of understanding how distinct patterns of thinking or talking about a topic (discourses) can be used by speakers to construct certain social or psychological practices. 30, 31 Discourse analysis is a type of interpretive qualitative methodology, 30 that was a branch of the linguistic turn in social science where an analysis of language is seen as central to understanding the way that people think and behave. 31 Discourse analysis has a constructionist epistemology 32 that posits the language we use constitutes, rather than simply reflects, our reality. 33 As such, discourse analysis does not attempt to find out what "really happened" or to reconstruct people's experiences. Instead, it looks at how these ways of talking make certain practices more likely. 34 More specifically, in this context, data were collected from focus groups and analyzed 3,35 to identify how participating physical therapists' language creates or re-enforces certain ways of understanding body weight in their role as health professionals.
Stigma can be produced in interactions through reproduction of certain discourses. 36 By analyzing the way physical therapists talk about larger patients, this project builds on previous research that has shown weight stigma among physical therapists 1 and that some patients perceive weight stigma in a physical therapy context, 2 developing a picture of how physical therapists "construct" particular kinds of patients. Although this project will not be able to demonstrate how physical therapists act, it will provide insight into weight stigma in physical therapy and has potential to inform ways to reduce it. Discourse analysis has been utilized elsewhere in health research [37] [38] [39] ; however, this method has rarely been used in physical therapy. 40 Thus, in keeping with calls for different methodological approaches in physical therapy research, 41, 42 discourse analysis offers a relatively novel approach to understanding physical therapy.
Pilot Study
A pilot study was conducted with a group of 6 physical therapists who were experienced clinicians from a variety of subdisciplines. Following a review of the audio recording of the group discussion, minor changes were made to the focus group guide (Appendix) and demographic questions.
Participants
In line with most developed countries, physical therapy in Australia is an integral part of the health system. 43 Australian physical therapists commonly work in both private and public settings and have considerable autonomy in assessing, diagnosing, and treating relevant conditions. 43 All participants were qualified physical therapists currently residing in Australia who were available to attend a focus group in, or close to, the city of Brisbane. Participants were recruited via email and word-of-mouth invitations using professional networks, as well as by contacting interested participants from a previous study. Purposive sampling was used to ensure a diverse range of physical therapists (Tab. 1), including recruitment from a broad range of subdisciplines, types of health service, work locations, and levels of experience.
Procedure
Physical therapists participated in focus groups in October and November 2014 in physical therapy workplaces. Focus groups grounded in discourse analysis are not designed to reach consensus but rather to explore a range of ways of talking about a topic and facilitate understanding of "typical vocabulary and thinking patterns" of the sample. 44 Physical therapy environments were chosen for the group discussions to evoke participant memory of clinical experiences. 45 The locations were: an urban musculoskeletal private practice (2 groups), a hospital rehabilitation facility, an acute hospital setting, a rural musculoskeletal practice, and a physical therapy laboratory in a university. The research team contacted potential participants by an introductory email outlining the topic and study design. The first author followed up interested participants by phone or email contact to determine convenient focus group locations and times. Recruitment ended when data reached saturation (ie, when no new topics emerged). 46 Saturation was determined during recruitment because the data collection and recruitment processes occurred concurrently, and analysis was conducted iteratively during this time.
There were between 4 and 6 participants in each of the 6 semistructured focus group sessions, and each session ran for approximately 1 hour. Participants read an information sheet that included detailed explanation of the study and its potential risks, signed a consent form, and provided demographic information (Tab. 1) before commencing the study. The first author (J.S.), who is trained in conducting focus groups, facilitated all groups and kept a reflexive diary during data collection. For more detail on the procedure during the focus groups, see the focus group guide (Appendix) and the Materials section.
All group discussions were audio recorded and transcribed verbatim. Participants' confidentiality was protected by assigning pseudonyms in transcriptions, and data were handled within institutional data management guidelines. 
Data Analysis
Transcripts generated from focus groups were analyzed using discourse analysis. 31 Specifically, the investigators analyzed how physical therapists' language choices (discourses) create, reinforce, or legitimize certain ways of understanding weight. Analysis involved an iterative process of data examination and organization in response to the research question. Following each focus group, the facilitator (J.S.) noted initial thoughts and reactions. The facilitator then listened to the audio recordings and made open coding notes of discourses from these data. The same investigator (J.S.) then read verbatim transcripts to further refine these discourses. Another investigator (B.M.W.) also read the transcripts, and discourses were discussed until agreement was reached between the investigators. These first stages all took place iteratively during the data collection process.
When data collection was complete, the facilitator re-read the entire transcribed data set several times, cross-checking discourses across these data. She manually coded these discourses into data management software under headings identified during analysis. These headings represented different discourses relating to the research questions and included both dominant and less common discourses. To enhance trustworthiness 30 of the results, the other investigators (B.M.W., M.G., and L.J.) reviewed the transcripts and the analysis. Although the facilitator is a physical therapist, these other investigators, from the disciplines of psychology (B.M.W., L.J.) and human movement and nutrition sciences (M.G.), provided an external perspective. All investigators are experienced in qualita- a The body mass index (BMI) of participants was not measured; however, most participants were likely "underweight" or "normal weight," with fewer than 5 likely to be considered "overweight" or "obese" by BMI category. 
Physical Therapists Talk About Overweight and Obesity

Results
The data analysis identified 4 main discourses. These discourses are discussed below, supported by quotations from the transcripts (with pseudonyms used). Table 2 presents a summary of the analysis and includes a brief explanation of each discourse. The study design did not lend itself to statistical analysis of whether any of the participants' demographic, professional, or physical characteristics influenced their responses. However, discourses found in these data were relatively consistent across participants.
Discourse 1: Patients Who Are Overweight Are Little Affected by Stigma
Participants often spoke about weight as a neutral attribute (ie, not stigmatized), without the moral, social, and psychological implications of a stigmatized condition. This finding can be contrasted with findings from interviews with patients who more consistently portrayed their body weight as a stigmatized attribute in a physical therapy context. 2 Participants' framing of weight as a psychologically neutral topic was particularly evident in responses to a question regarding patient experiences of attending physical therapy. The following example demonstrates how participants in one group had never considered that people who are overweight might feel uncomfortable entering a physical therapy environment:
Interviewer: How do you think an overweight person might feel coming into a physical therapy environment?
(long pause)
Interviewer: If anything?
Roger: I suppose that I, um, I don't know. I can't relate to it.
Nicolla: I don't know.
(general laughter)
Roger: Good summary.
Nicolla: I haven't thought about how they would feel coming to see me. Ever.
Jacqui: I don't know that it would be a thing to single out to say obese people would feel different than nonobese people.
Other participants demonstrated an understanding that patients who are overweight might feel some discomfort in a physical therapy setting. These discourses portrayed weight as not psychologically neutral. For example, Renae identified the anxiety and fear of judgments that patients have described in another study 3 coming into a physical therapy environment. 3. Weight has simple causes (diet and exercise) Although some brief acknowledgment was usually given to the complexity of the determinants of weight, participants overwhelmingly placed emphasis on lifestyle factors as the causes of body size and the way to address it.
Weight is important in physical therapy
Weight was frequently talked about as:
• an important contributing factor to pain or illness experienced by patients • a factor that needs to be addressed • a factor that physical therapists should address a For the purpose of this study, discourse was defined as distinct ways of thinking or speaking about a topic.
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ing in and out and can see them, they may feel self-conscious about that perhaps. So you know, whether people don't come because of that . . . .
The following 2 examples outline participant recollections of circumstances where the participants did not express sensitivity about weight when interacting with overweight patients. These recollections included assuming their patients did not already know they were overweight. Both participants recalled negative reactions from these patients as a result:
Anthony: I became less and less subtle on the hint that she was excessively overweight. We're talking close on 180 kilos . . . in the end, I basically said . . . "You're fat, and you need to do something about it, or you're not going to get rid of this problem." She stormed out, refused to pay her bill.
Jacob: I only remember one who basically didn't like what I said and didn't want anything to do with me after that, which was fine, but she was obviously in denial that she was overweight. And she was quite grossly overweight, too, so.
Overall, participating physical therapists' accounts appeared to lack the nuance and depth of patient descriptions that Setchell et al 2 found in interviews with patients of physical therapists. Although no formal comparative study has been conducted, Setchell and colleagues' thematic analysis of their interviews showed that patients consistently discussed discomfort and perceptions of judgment about their weight as a result of physical therapists' communication styles, physical characteristics of clinics, and physical therapy advertising and promotional material.
Discourse 2: Patients Who Are Overweight Are Difficult to Treat
Almost all participants spoke about working with people who are larger bodied as difficult. For example, participants used negative words, including "dangerous," "risky," "hard," "challenging," and "difficult." Three areas of perceived difficulty were most often discussed: palpation, manual handling, and sourcing of equipment. Julie said, "I've found it really difficult. . . having my hands on people who are larger has definitely been challenging for me. I find it a lot harder to feel, and I do a lot of manual therapy, too, so I do move limbs a lot, you know, and it's a lot harder." Although Julie was a relatively inexperienced physical therapist, participants, regardless of their experience level, frequently discussed manual handling and palpation as challenging with these patients. The groups also portrayed sourcing appropriate equipment as difficult. For example, Sahara, who worked in an acute hospital setting, said, "It's just more strain on resources and more time consuming, particularly if they're lower functioning, because you have to use all these other sorts of equipment, like hoists."
By contrast, a minority of participants described working with larger people as nothing out of the ordinary and something that could be managed with little difficulty within physical therapists' usual skill set. Hillary was one of the few participants who discussed treating patients who are overweight in this way: "I just view it as another comorbidity really. It's just another piece that potentially adds some complexity to it, but it's not a major barrier. You just get on and do like you would with anyone." These contrasting ways of talking about patients who are overweight invite consideration of the reasons for this variation, including whether portrayal of patients who are overweight as "difficult" is due to actual technical difficulty or to weight stigma (or a combination of both). This issue is explored in the final section of this article.
Discourse 3: Weight Has Simple Causes (Diet and Exercise)
Although participants frequently portrayed weight as primarily a consequence of lifestyle factors (ie, diet and exercise), they also discussed other determinants of weight, such as medications, hormones, and genetics. However, they gave these other factors comparatively little attention. The following conversation is a good example of the amount of attention given to lifestyle factors. In this discussion, Evelyn briefly mentioned that weight is complex but then focused on diet and exercise, and, as was typical of most groups, others started to join in along this same line: Another group followed a similar pattern. Roger had given a fairly nuanced discussion about the "very, very multifactorial" causes of weight, including "a genetic component" and "emotional" aspects. He summed this up by saying, "Why a given person is overweight is completely individualistic, really." When the facilitator then asked, "Does anyone else have anything to say about that?," others in the group, and Roger, too, focused on lifestyle factors, even though these were only one of the factors originally discussed by Roger.
Jacqui: I think Roger said it when he said lifestyle. Only one group gave more attention to contributors other than diet and exercise. Kaleb began by discussing a lifestyle factor (diet) as a big influence on weight. He then moved on to mention "the medical side of it," including medications, yet he ended his perspective back on lifestyle by saying, "The way I see it, it
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Discourse 4: Weight Is Important in Physical Therapy
Participants portrayed weight as an important factor in physical therapy in 3 ways: (1) as a contributor to patients' pain or illness, (2) as something that requires addressing, and (3) as something physical therapists should address. For example, Jethro described weight as a significant contributor to back pain when he told the group what he commonly says to some patients: "You do need to lose a few kilos; otherwise, if you're as heavy as you are, your back's gonna stay bad, and I can only help you so much, and there's got to come a point where there's got to be less loading on your spine." Later, in the same group, another participant, Jacob, was even more explicit: "I'm actually pretty blunt in saying that if you don't [lose weight], you're not going to get the operation. You're going be in pain for the rest of your life, and you'll develop a hell of a lot of other problems, so . . . ." Groups used this focus on the importance of weight as a contributing factor to pain and illness to indicate that excess weight is something that needs to be addressed. This focus was particularly evident in participants' choice of certain words. In the quotes above for example, Jethro used the word "need," and both Jethro and Jason used the threat of negative consequences if their patients do not lose weight: "Your back's gonna stay bad" and "You're going to be in pain for the rest of your life . . . ."
Most participants spoke about weight as something that should be addressed. For example, Jacqui said, "I think somebody (ie, a physical therapist) has to take the responsibility of having that discussion with the patient." In the same focus group, Siobhan concurred with this statement, saying, "Where it is an important factor to what's going on with them, say an arthritic knee, we definitely have a role. Um, we need to mention it . . . ."
Focus group discussions also contained some counterpoint discourses to the portrayal of weight as important, although these counterpoint discourses were relatively uncommon. For example, some participants said that weight discussions were not always appropriate. Leon said:
We have to be careful as to not project that, I feel, onto patients while they're here doing rehabilitation . . . it's not the primary reason they're here. The primary reason is their rehabilitation, so if we start projecting weight loss guidelines, information, education, then that can provide a negative environment for the patient.
Neive outlined another circumstance where she learned that emphasizing weight loss was not appropriate and changed her practice as a result:
I had a lady who was quite significantly overweight, and she was in . . . I can't remember exactly what, but it was a surgical problem . . . . I was actually quite surprised when the dietitian was . . . saying, "Well, actually while you're in this stage of recovery, you don't actually want to lose weight. It's about your nutrition, not necessarily. . .about weight loss as such."
Evelyn portrayed weight discussions as not important for a different reason. She talked about how bringing up weight might be stating the obvious: "Most people are pretty realistic about what they actually look like." In another group, Jacqui described how some patients have explained this explicitly: "You have patients who come in and say, 'My doctor told me this, and this person's telling me this, and this person is . . ., and I'm tired of hearing it.'" Jacqui concluded that, in these circumstances, she would not discuss weight with the patient.
To summarize this fourth discourse, it was more common for participating physical therapists to foreground weight as their responsibility to discuss. What was less commonly talked about was that this might not always be appropriate. The tension between these 2 perspectives sometimes played out in discussions between different physical therapists in the groups, and sometimes the same physical therapist contradicted his or her own previous statements, thus highlighting some of the tensions and uncertainties about the role of the physical therapist in the area of weight management.
Discussion
This study used a discourse analysis approach to understanding elements of weight-related interactions in physical therapist practice. The results indicate that certain ways of talking about weight are common in physical therapy. These discourses make some ways of working as physical therapists more likely and, therefore, have implications for patient outcomes. Clinical implications are discussed below. First, however, the scope of application of the results is considered.
There are a number of considerations when interpreting and applying the findings discussed in this article. As mentioned in the Method section, the first author took a number of steps to withhold her views from the focus groups. However, she is an experienced physical therapist, female, and thin, which may have affected the results. Having a group facilitator who is a physical therapist "insider" 47 and who is thin may mean participants would have been somewhat open about their experiences with patients, including possible negative attitudes toward those who are overweight.
On the other hand, some participants may have had knowledge of the facilitator's previous work on physical therapists and weight that may mean negative attitudes toward excess weight were not openly discussed. Efforts were made to reduce these effects by establishing an open environment where all views were respected. Although this study was conducted in one area of Australia and may not be entirely generalizable to different sociocultural environments, it is likely to have applications to physical therapy globally, considering international similarities within the profession. 43 Furthermore, as in many other countries, negative attitudes toward weight are common in Australia, 48 and Australian
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public discourses commonly refer to a rising prevelence of obesity, which is often labelled an "epidemic." 11 Attempts were made to discuss topics broadly and to recruit a variety of physical therapists to increase breadth of relevance. Clinical implications of the findings are discussed below, with each discourse considered separately.
Discourse 1: Patients Who Are Overweight Are Little Affected by Stigma
Many people who are seen as overweight are likely to have experienced persistent and ongoing stigma, with considerable psychological outcomes. 49 A lack of consideration of the effects of weight stigma may mean physical therapists neglect psychological, moral, or social implications of interactions involving weight. As a result, physical therapists may not prioritize communication skills that are important in such psychologically sensitive situations. This issue has implications for the patient-therapist interaction and could lead to negative health outcomes for the patient. 50 Other research discusses a lack of a patientcentered approach in physical therapy. 51 The lack of awareness of stigma, however, can be understood as an additional element of this lack of a patient-centered approach and contributes a novel aspect to an understanding of weight stigma in physical therapy. Although weight stigma had been found to be an element in physical therapy in a study of patient perspectives, 2 it was unknown whether physical therapists were aware of weight stigma. Lack of awareness of weight stigma might appear surprising, given that weight stigma is widespread 52 and has been identified as a particular issue in health. 53 However, this lack of awareness of weight stigma may be due, in part, to it being a relatively newly recognized stigma that has not always been present in most cultures. 52 Education about minimizing weight stigma may present a way forward to improve patient outcomes and perceptions of physical therapy.
Discourse 2: Patients Who Are Overweight Are Difficult to Treat
Most participating physical therapists portrayed patients who are overweight as difficult to treat. This portrayal is also a novel finding and has significance because seeing something as difficult may make it more challenging than it otherwise might be. 54 It may change physical therapists' attitudes toward the task or make them reluctant to undertake the task. This discourse of difficulty could result from a lack of appropriate manual skills and training, or there may be an attitudinal cause, or it may result from a combination of both. If this portrayal of difficulty is due to a lack of skills, the results of this study indicate it could be addressed by education to improve technical skills to manage larger bodies, including palpation, manual handling, and purchase of equipment. However, if the underlying reason for this portrayal of treatment of larger patients as difficult is attitudinal (which is consistent with the blame and moral judgment discussed elsewhere 11 ), it could be the result of stigma. This attitudinal reason can be seen in that the same language is attitudinal reason unlikely to be applied as consistently to a pregnant woman, for example, who also may be "difficult to treat" but is unlikely to be talked about in the same way. These attitudes could be addressed in education about weight stigma. It is of note that some participating physical therapists did not portray treating patients who are overweight as difficult. Their perspectives may help to highlight a way forward for physical therapists to develop more positive understandings of working with people who are larger bodied.
Discourse 3: Weight Has Simple Causes (Diet and Exercise)
Finding simplistic understandings of the determinants of weight that emphasize mainly diet and exercise is not new. Similar understandings were demonstrated in a quantitative study of physical therapists' attitudes. 1 Focus on diet and exercise has a number of implications. First, other causes of weight 8 may not be investigated, which may have negative health implications. Second, patients may be set up for failure, because using diet and exercise to change weight has demonstrated minimal efficacy to date. 7 Third, one of the elements of weight stigma is blaming people for their weight by automatically assigning weight causes to those that are individually controllable. 55 As a result, patients may perceive that they are the target of weight stigma if these causes are given emphasis. Overall, clinical implications of this discourse may include poorer health outcomes due to potential misdiagnosis, patient sense of failure, perceived weight stigma, and reduced rapport. Changing assumptions that diet and exercise are the main causes of weight can help to avoid these negative outcomes.
Discourse 4: Weight Is Important in Physical Therapy
The results suggest that physical therapists talk about weight as important to address and that they feel like they should be "doing their bit" to "combat obesity." Clinically, this finding may mean there may be an overemphasis on weight that could come at the expense of patient rapport or that may draw attention from other important presenting issues. As outlined in more detail in the introduction, although excessive weight undoubtedly contributes to some physical therapy conditions, evidence does not support its contribution in many instances. 11-14 As a result, physical therapists need to be careful about how they prioritize weight management as part of their strategies to address presenting problems. This focus could include a greater awareness of when physical therapists (individually or as a profession) perpetuate discourses that seek to "normalize" patients' bodies, 56 as distinguished from engaging with patients who want to consider weight management as part of collaboratively established goals.
To summarize, the 4 weight discourses identified in this study are likely to encourage some problematic clinical practices. These practices include: not being prepared to negotiate the psychological aspects of possible weight stigma, not feeling competent and confident working with patients who are overweight, primary emphasis on diet and exercise to change weight, and over consideration of weight. The clinical repercussions of these ways of thinking about weight may negatively affect interactions with patients and as a result compromise health outcomes for patients. However,
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results were not without ambivalence, and alternate discourses could provide other ways of thinking about weight with more positive clinical outcomes.
Other authors have investigated the sociopolitical factors that underpin the development of dominant ways of talking about weight that are reflected in these physical therapy discourses.
In-depth discussion of these factors is beyond the scope of this article, which prioritizes practical implications. However, as these underlying factors may limit the ability to change practice, some are outlined here briefly. Lupton 10 and Gard and Wright 11 examined the moral imperative underlying dominant medical ways of thinking and talking about weight, similar to those found in this study. These authors showed how overweight and obesity can be understood as "failure" in a contemporary sociopolitical environment that upholds the importance of individual rather than institutional responsibility. The first discourse in this study, in which physical therapists talk about weight as "neutral," can be seen as part of a larger medical discourse that positions the health professional as the "objective observer," 17 free from moral judgment or other subjectivity. Physical therapists also generally adhere to a biomedical, mechanistic view of the body that suits simplistic understandings rather than subjective experiences of living in a body. 56 The findings of this study indicate that, to suit the needs of patients who are overweight, a biomedical view is insufficient, and an understanding of the psycho-socio-political implications of bodies is required. Trede 57 suggested that a way forward is to acknowledge and reflect on our subjectivity as physical therapists. Trede 57 also discussed the lack of a truly collaborative approach in physical therapy that may explain why weight stigma and judgment about the causes of weight go unchecked. Thus, for enduring changes to our way of thinking about weight, it may be important to adjust our worldview and modus operandi as physical therapists.
The results of this study give an indication of a way forward to improve outcomes for patients in physical therapy interactions involving weight. Physical therapists could benefit from a more comprehensive understanding of how patients who are overweight might feel in a physical therapy setting, to inform their interactions with patients. Furthermore, the results suggest greater emphasis should be placed on the multifactorial nature of the determinants of weight beyond diet and exercise so other health factors are not overlooked and patients do not feel judged. Considering it is likely most physical therapists will work with patients who are overweight or obese, it is important to find ways to reframe discourses portraying larger patients as "difficult" that were particularly pervasive in discussions about palpation, manual handling, and sourcing equipment. Finally, it is important to consider when to prioritize inclusion of weight management in treatment of presenting problems or holistic practice to ensure weight stigma does not reduce positive outcomes for patients. To address these issues, education should encompass complex understandings of weight and its associated stigma.
